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ImmunocompetentAbstract Introduction: Multifocal tuberculosis is an uncommon presentation in immune-
competent patients; it’s associated more with an immune-depression like HIV (Human Immunod-
eficiency Virus) infection. Here, we are presenting unusual multifocal osteoarticular localizations
including the wrist and tarsal joint which are rare and pleura-pulmonary tuberculosis.
Case presentation: Wrist, ankle, tarsal joint, hip and lung involvement was detected in a 30 year-
old male patient. Mycobacterium tuberculosis was isolated from both synovial and pleural biopsy
specimen cultures. The treatment was based on 9 months of antituberculosis drugs: rifampin
(RMP), isoniazid (INH), pyrazinamide (Z) and ethambutol (EMB). INH (300 mg/day), RMP
(600 mg/day), PZA (3gr/day) and EMB (1200 mg/day) were given for treatment 6 days/7. In the
4th week the patient’s condition improved and was discharged. After two months, the therapy
was continued with INH and RMP up to 9 months. A hip replacement surgery and wrist Arthrode-
sis will be discussed after the patient’s total healing.
Conclusion: Tuberculous osteoarthritis is a frequently missed diagnosis, especially in different
clinical patterns. A high level of suspicion is required particularly in high-risk populations and ende-
mic areas. Well conducted treatment improves the prognosis.
Publishing services provided by Elsevier B.V. on behalf of Egyptian Society of Rheumatic Diseases. This is
an open access article under theCCBY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
Tuberculosis (TB) remains as a major public health problem in
the world. According to theWorldHealth Organization, 10mil-
lion new cases of active TB occur each year worldwide [1].Human Immunodeficiency Virus (HIV) infection, chronic dis-
eases, malignancy, transplantation and other immunosuppres-
sive conditions, aging and resistant strains lead to the increase
in TB patients [2,3]. In these groups, tuberculosis may present
atypically and sometimes with predominant extrapulmonary
manifestations that result in delays in diagnosis and treatment
[1]. It is uncommon to observe multifocal tuberculosis in
immunocompetent patients. Here, we are presenting an unusual
case of multifocal osteoarticular tuberculosis and pulmonary
involvement in an immunocompetent patient. Osteoarticularent, The
Figure 2 Destruction of carpal bones and carpometacarpal
joints.
2 J. Es-Souiri et al.involvement combines the wrist and tarsal joint which are rela-
tively rare. Tuberculous involvement of the wrist [4,5] and spine
[6,7] have been reported in other African countries.
2. Case presentation
A 30 year-old male patient without relevant pathological ante-
cedents, was admitted with chronic arthritis. His complaints
have begun with inflammatory pain of the right hip, swelling
and pain on the right wrist two years ago. At the peak stage
of his complaints, restriction of motion developed and white
colored pus drained from dorsal site of the right wrist. He
had swelling and pain at his right ankle and right mid-foot
since a year. Six months ago his right ankle and hip were
twisted. As a consequence, he had a hip limping and difficulty
in walking. This table has progressed in the context of vesperal
fever, dry cough and night sweats during the last 6 months as
well as deterioration of general condition with weight loss of
10 kg. Before hospitalization, he had received various antibi-
otics (Ciprofloxacin, Flucloxacillin and Ceftriaxone) without
success. Clinical examination revealed pleural effusion of the
left base of the thorax. Right wrist motions were restricted
and painful; two scar lesions were present at the dorsal site
probably due to the previous drainage that took place in his-
tory. Right hip flexibility was limited, ankle was swollen and
painful. Through the follow up, he had night sweats but did
not have any fever. Laboratory examination results showed
normal chemistries, including renal and hepatic function.
Blood counts demonstrated a hemoglobin level of 12.1 gm/L,
a platelet count of 250,000/mm3, and a white blood cell count
of 7000/mm3. Erythrocyte sedimentation rate (ESR) was
80 mm/hour, C-reactive protein (CRP) was 50 mg/L. Intra-
dermo reaction to tuberculin was 20 mm. Analysis and culture
of the sputum were negative for Koch’s bacillus. Chest X-ray
showed opacities in the left upper lobe and pleurisy (Fig. 1).
Right wrist X-ray showed destruction of carpal bones and car-
pometacarpal joints (Fig. 2). Right Ankle X-ray showed loss of
space of tibio-talocalcaneal joint and tarsal destruction
(Fig. 3). Right hip X-ray showed osteitis and destruction ofFigure 1 Chest X-ray showed opacities in the left upper lobe and
pleurisy in a 30 year old male.
Figure 3 Loss of space of tibiotalocalcaneal joint and tarsal
destruction.
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Figure 4 Osteitis and destruction of femoral head with disloca-
tion and ankylosis of the right hip.
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(Fig. 4). Pleural biopsy and synovial biopsy from right wrist
were performed. Histopathological examination revealed
caseous and granulamatous infection compatible with tubercu-
losis. These samples were cultured in the Lo¨wenstein-Jensen
culture media and growth was observed in the 4thweek and
both of them were defined as Mycobacterium tuberculosis. It
was reported susceptible to rifampin (RMP), isoniazid
(INH), pyrazinamide (PZA) and ethambutol (EMB). INH
(300 mg/day), RMP (600 mg/day), PZA (3gr/day) and EMB
(1200 mg/day) were given for treatment 6 days/7. In the
4thweek the patient’s condition improved and was discharged.
After two months, the therapy was continued with INH and
RMP up to 9 months. A hip replacement surgery and wrist
arthrodesis will be discussed after the patient’s total healing.
The case report was approved by the local ethics committee
and written informed consent was obtained from the patient
for publication of this case report and accompanying images.
3. Discussion
Tuberculosis is one of the measure health problems in
Morocco and in the world. TB infection most commonly
involves the lungs in about 90% of cases [8]. Skeletal TB
represents 2 to 5% of TB cases in general, and 11 to 15% of
extrapulmonary tuberculosis [9]. Clinical patterns of skeletal
TB include spondylitis, osteomyelitis, peripheral joint
infection, and soft tissue abscess [10]. Joint involvement may
be secondary to direct invasion from an adjacent focus of
TB osteomyelitis or even may result from hematogenous dis-
semination. The disease is typically monoarticular (90%) and
primarily involves the large weight-bearing joints such as hip
and knee [11]. The multifocal nature of the TB is determined
by the presence of at least 2 extra pulmonary sites with or with-
out a pulmonary involvement [12]. Our patient had pulmonary
tuberculosis associated with multifocal skeletal tuberculosis
touching right hip, right ankle and right wrist. Our case had
three particularities: First, the patient was immunocompetent
and it is known that multifocal tuberculosis is rare in immuno-
competent patients and the HIV is considered as a risk factor
of the dissemination of the Koch bacillus in other sites besides
the lung [12]. Second is the disseminated character of
osteoarticular tuberculosis. Third, our patient presented with
involvement of the wrist which is found in less than 1% ofPlease cite this article in press as: Es-Souiri J et al. Multifocal osteoarticular tuberc
Egyptian Rheumatologist (2016), http://dx.doi.org/10.1016/j.ejr.2016.06.003osteoarticular tuberculosis [1,13], it is usually associated with
other locations as is the case of our patient and is usually pre-
ceded by osteitis (radius, scaphoid, lunatum) or sometimes a
flexor tenosynovitis [14]. The diagnosis was established by
the isolation of mycobacterium tuberculosis from both syn-
ovial tissue and pleural biopsy specimens.
Conclusion: Multifocal tuberculosis is rare in immunocom-
petent patients; it can affect virtually any organ system in the
body and can be devastating if left untreated. Uncommon sites
and ability to mimic other diseases clinically and radiographi-
cally leads to diagnostic and therapeutic delays. Early diagno-
sis and well conducted treatment improves the prognosis.
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